A 64-year-old womanwith periodontal disease was admitted because of fever, right chest pain, and bloody sputum. Her chest radiograph revealed a nodular shadow in the right middle lung fields. From the results of a needle aspiration biopsy, she was diagnosed with a lung abscess due to Actinomyces odontolyticus (A. odontolyticus) and Streptococcus spp. The patient improved quickly with antibiotics. To our knowledge, only nine cases of pulmonary infection due to A. odontolyticus have been reported, and we report the first case in Japan. Although respiratory disease caused by A. odontolyticus is rare, the association of this organism should be considered even in healthy individuals. (Internal Medicine 42: 723-725, 2003) 
Introduction
Actinomycosis is an uncommondiagnosis, and furthermore, pulmonary actinomycosis is rare. Actinomyces israelii is the primary pathogen that causes actinomycosis and pulmonary infection due to Actinomyces odontolyticus (A.
odontolyticus) is very rare (1) (2) (3) . This organism is found in normal buccal flora and is an important pathogen of dental caries. Only nine cases of pulmonary infection due to A. odontolyticus have been reported (4-ll), and none were from Japan. Wereport a case of lung abscess caused by A.
odontolyticus and Streptococcus spp.
Case Report
A 64-year-old womanwas admitted to our hospital because of an abnormal pulmonary mass shadow. She had been receiving treatment for periodontal disease at a dental clinic Respiratory and heart sounds were normal. Examination of the abdomenand neurologic system were unremarkable.
Laboratory test data revealed a white blood cell count of 10,700/mm3 with 74% neutrophils, hemoglobin of 1 her temperature dropped and the white blood cell count and C-reactive protein decreased to 8,000/mm3 and 7.9 mg/dl, respectively. White blood cell count and C-reactive protein were 6,300/mm3 and 4.5 mg/dl, respectively on the sixth hospital day, and the patient's condition has improved. Her chest radiographs showed the nodular shadow had decreased. Antibiotic treatment was changed to oral slutamicillin tosilate 1,125 mg daily and she was discharged on February 20. At an outpatient visit on February 27, the white blood cell count and C-reactive protein level had returned to normal. Chest CT images revealed a small residual nodular shadow. She continued treatment with her primary care physician.
Discussion
Actinomyces organisms are gram-positive or facultative anaerobes and are not highly virulent. They normally are found in the human oropharynx, particularly in persons with poor oral hygiene. Pulmonary actinomycosis is thought to result from aspiration of these organisms into the lungs. Risk factors include predisposition to aspiration, alcohol abuse, periodontal diseases, and carious teeth. In the present case, two causative pathogens were detected and wesuspect that lung aspiration was the route of infection. Primary actinomycosis confirmed by a microscopic examination and the presence of characteristic sulfur granules seen with Actinomyces israelii. However, these granules are absent in A. odontolyticus infections. Additionally, positive sputum culture cannot establish a diagnosis of pulmonary actinomycosis because A. odontolyticus is present in normal oropharyngeal flora (1, 2, 12) . In this case, the diagnosis was confirmed by percutaneous aspiration biopsy before antibiotics were administered. Weconclude that A. odontolyticus was one of the causative pathogens, and the patient improved with the appropriate antibiotic therapy.
A. odontolyticus, a commensal organism found in the mouth, was first isolated from dental caries in 1958 (13) . A. odontolyticus is an important pathogen of dental caries. The first report of this organism causing clinical infection was in a case of large subcutaneous abscess (14) . Since then, the organism has been isolated from patients with various infections; however, thoracopulmonary infection due to A.
odontolyticus is rare and only nine cases have been reported in the English (3-10) and non-English (15-17) language literature. Although guidelines for appropriate antibiotic treatment of thoracic actinomycosis remain undefined due to the disease rarity and lack of controlled trials, the recommended therapy for actinomyces infection is 4 to 6 weeks of intravenous penicillin followed by a 6 to 12 month oral regimen (3).
Wechanged to oral penicillin after 6 days of intravenous treatment and the clinical course was successful. This antimicrobial regimen, which has not been established, might be a promising alternative to the long-term treatment with intravenous and oral penicillin. Although respiratory infection caused by A. odontolyticus is rare, evaluation for this organism, which causes periodontal disease, should be considered even in healthy individuals. Maintenance of orodental hygiene is an important preventive measure against lung abscess resulting from aspiration of oropharyngeal flora into the lower respiratory tract.
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